Program Application 1

-
= The Commoawealth of Massachusens
iyl 4%, 1 Exscunve Office of Health and Human Services
t“lf /% MauHsalth Premimrm Aictancs Program
1% 519 Semerville Ave =372
e 2 Somerville M4 02143

Are you and/or your fanily coverad by health insurance othar than MassHealth? OYES 0OXO
EYES, whichtype: O Employer O COBRA
Have you and'or your family withdrawn from health meursnes within the last exx monthe? OYES ONO

If YES, Please pame the plan?

End date & reaton for withdrawal?

If vou have bealth msnrance please complete this section.

Policy Holder:

Address:

City: State Zip;
Home Telephone: Wirk Telaphone:

SSN: DOB

Medical Insurance Company:

Policy Number (Mandatory)-

Type of Coverage: [Individual ODual O Couple O Family

Effective Date of Policy: End Date: Other:

List all members covered nnder the policy
Date of Birth Effective date




Program Application Form 2

The Commonwealth of Massachusats
) Execuove Ofice of Health and Huoman Services
D[aszHealth Premium Assistance Program

519 Somerville Ave #372
Somerville MA 02143
FORM #1 : Employee Mams: SEN: XOO-XH
Has employment terminated for the employee listed above? O YES Date: OnNo
(If YES, Please sign this form and rerurn to the address listed abeve. IFNO pleaze comtime )
Employer Mame:
Address: Name of Contact: Ext:
Ciry: Stata: Zip: Phone Number:
Federal Tax ID (Mandatory):, Fax Number:

How many full ime employses do you have?
Please continue to complete this form as it is important for our records!
Dwo you offer insurance to your employees? OYES ONO

How many medical health insurance plans are availsble to the employess?
Iz the employes listed above enrolled on a health insurance plan? OYES ONO
If YES, which plan?
What is the type of plan? O HMO OPPO OPOS [0 Major Medical [ Indemmnity

What is the level of coverage for this plan? [ Individual ODual O Couple O Family

Anmal Family Dednctibls? Includes Pharmacy Coverzge? O YES ONO
Effective Drate of Policy Policy Mumber (Mandatory)
If MO, does this employee have access to purchasing s family plan? O YES O NO

Has the employee listed sbove withdrawn from a family health plan within the last six months? OYES ONO
If YE%, which plan? & Termination Date:

Pleare complete the graph below wsimg fiamily plan rates for each health mourance plan offered. Alzo a Summary of
Benefirs for the health insurance plan the applicant iz cither envoiled in or has access o will be neaded.

Health Plan %1 Haszlth Plan =1 Health Plan 23 Heslth Plan =4

HMAME AND TYPE OF PLAM:

LEVEL OF COVEFAGE OFFERED
O Individual O Dl (0 Individusl O Dual | O Individual 0 Dual |0 Individual 0 Dual
0 Couple O Family |0 Couple 1 Family |0 Couple O Family |0 Couple O Family

Family Coverage
Total Menthly Premiom

Employer Contribution

Employee Pays Monthly

Group #

COpen Enrellment Dates

Signatare Of Person Completing Form Diate -

(B88) 20]-24¢4 | Fax (617) £451-1332



Compliance Form

Ee The Commonweslth of Massachusets
| :I“L. 11} Execurive Offics of Haalth and Hornen Services
'\ l|||. /1 MMassHealth Premivm Assistsnce Program
h=-! 519 Somerville Ave #372
Somerville, M4 02143

Premium Assiztance Beview Form

Fleaze review the imformation below to ensure it iz accurare. If the informarion is not correct, pleass write in
the covrect information so we may update our files. I[f any of the health insurance information for thiz
individual iz not already filled in, please report the correct information

INFORMATION ON FILE | CURRENT INFORMATION - (IF
DIFFERENT)

Policy Holder Member

Emplover Name

Emplover's Human
Resource Address

Inzurance Company

Flan Name

Type of Plan OHMO OPPO OPOSOEPD
O Major Medical O Indemmity
Flan Tier [ Indivadnal (1 Dhaal O Couple O

Farmly

Policy Number

Group Number

Policy Start Date:
AMDDIYYYY)
Total Monthly Plan
Amount

Monthly Employver
Contribution

Monthly Emploves
Contribution

Rate Year (dates premium
rates are effective):

Individuals covered by

Policy (MassHealth IDY)

(BO0) BE2-2840 | Fax (617) 431-1332



